I vividly remember, during training, driving to see a young boy at his house who had been referred by his school with learning and behaviour difficulties. His father told me that it was all very nice that I came to talk about parenting support but what he needed was a job. Two weeks later, a neighbour reported the boy to child protection with concerns about abuse.
The paediatrician's role
The bulk of an Australian general paediatrician's caseload is made up of developmental and behavioural problems, with 60% of time spent managing conditions such as attention deficit hyperactivity disorder, autism, anxiety, sleep and behavioural problems (Hiscock et al., 2017) . Many children with these conditions have or are experiencing abuse, neglect, poverty, loss of a parent, domestic violence, serious physical illness, exposure to parental mental illness, substance misuse and criminal behaviour -the adverse childhood experiences outlined by Jorm and Mulder (2018) in their Viewpoint. Exposure to adverse childhood experiences worsens a child's mental and physical health and reducing exposure may help reduce the prevalence of common mental health disorders.
Paediatricians would seem ideally placed to detect and act on adverse childhood experiences, with flow on benefits to a child's mental and physical health. Paediatricians might also be ideally placed to foster resilience in the child and family -that is, the ability to withstand, adapt to or recover from adversities -especially in the face of less modifiable experiences such as poverty. While managing adverse childhood experiences and building resilience is appealing and arguably essential, doing so in practice remains challenging.
Challenges in responding
In Australia, there are challenges at the systems, practitioner and intervention levels that preclude an appropriate, evidence-based response. At a systems level, challenges include dispersion of efforts across a range of services and sectors; lack of sharing of health, education and human services expertise and responses that are often siloed or uncoordinated. Furthermore, most services focus on the child or the parent but not both. Consequently, key modifiable factors of poor child mental health such as adverse parenting practices (e.g. overinvolved parenting, abusive parenting) and parent mental illness can be left untreated. At a practitioner level, challenges include a lack of training in how to ask families about adverse childhood experiences and how to respond to them. As a result, many practitioners simply do not ask, and adverse childhood experiences go undetected. At an intervention level, challenges include lack of programme tailoring and testing in existing workplaces, short-term only follow-up and lack of costing data. The result is a variety of programmes that are partially implemented, not sustainable in existing workplaces, of dubious longer term efficacy and potentially costly with little supporting evidence.
Possible ways forward
First and foremost, paediatricians cannot do this alone. Adverse childhood experiences and their impacts are complex and responses require integrated, system-wide approaches. Initially, most children and adolescents with mental health disorders consult general practitioners, school counsellors or psychologists for help. Parents of infants and preschool children access well child nurses, early childhood educators and general practitioners for help. These workforces need to be supported in detecting adverse childhood experiences, using a family-centred approach, engaging parents in the process to ensure they are willing and ready to receive help. Australian & New Zealand Journal of Psychiatry, 52(9) frontline workers to elicit adverse childhood experiences in a way that is highly acceptable and feasible (Moore et al., 2012) . The next step is supporting frontline clinicians to know how to respond, typically by ensuring they know where to refer children and families. This requires mapping of local services and supports and practical knowledge of costs, waiting times and triage criteria for these services. Partnering with social services becomes essential because many of the responses to adverse childhood experiences (e.g. housing and financial problems etc.) require social or human service input.
The next step is ensuring that children and families exposed to adverse childhood experiences can access appropriate care in a single physical or virtual site. These families are at risk of not engaging or disengaging from services for many reasons, including practical barriers such as lack of transport and travel costs. Integrating care into one site could help mitigate these barriers. Care must include physical health, mental health and social care. Support for poor parenting and parent mental health disorders must also be incorporated into integrated services, given these are modifiable adverse childhood experiences and known risk factors for poor child mental health. The current Australian health system is far from this ideal, being designed to respond to simple conditions, in clinician and discipline silos, often far from the family home.
One example of an integrated care approach addressing adverse childhood experiences is Healthy Homes and Neighbourhoods, based within a Sydney Local Health District. This integrated care initiative provides long-term care coordination for vulnerable families with complex health and social care needs, who are disconnected from key services, and require multi-agency support to have their complex health and social needs met and to keep themselves and their children safe. Preliminary evaluation has found increased family engagement and trust in services and better integration and referral pathways across services (Barmaky et al., 2018) .
What can clinicians do now?
In addition to better detecting adverse childhood experiences, clinicians are well placed to foster resilience in children and families. A recent article outlined strategies for US paediatricians to foster resilience in children in their clinical practice ranging from screening for adverse childhood experiences, creating medical homes for children, integrating behavioural and medical care, offering parenting support and offering peer-based education and anticipatory guidance about self-care and trauma to children and families with adverse childhood experiences (Traub and Boynton-Jarrett, 2017) . The bulk of these recommendations stem from randomised controlled trials, largely conducted in the United States. Whether these findings translate to Australian children and systems is unknown. The 2017 Children's Resilience Guide, developed by The Parenting Research Centre and the Australian Research Alliance for Children and Youth, aims to assist professionals to develop interventions that promote resilience in children aged 0-12 years. The guide recommends several practical strategies that clinicians and services can implement in everyday practice; however, the impact of these strategies has not been rigorously evaluated.
Better prevention and responses to adverse childhood experiences and a greater focus on building child and family resilience in the face of adversity offers a promising approach to lowering the burden of common child mental health disorders. The challenge now is for clinicians, policy makers, systems managers and families to come together and advocate for integrated approaches to address adversity. We then need to fund, implement and rigorously evaluate the costs and impacts of these approaches. Given the huge family, societal and health costs of children and families facing adversity, this seems a moral and fiscal imperative.
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